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F 3151 483.25(d) NO CATHETER, PREVENT UTI, F 315 ?’:ubrt}' H]g]ﬂhh ??:w and RchHIJI (]3=nlﬂr
- iles the Plan of Carrection solely to
S8=D ‘ RESTORE BLADDER satisfy State and Federal mandates,
; . ; The fueility does not admit that any
| Based on the resident's comprehensive deficicncy cxisted prior to, at the time
assassment, the facility must ensure that a , of or after the survey,
resident who enters the facility without an
mdwelllr}g catheter is n.u_t catheterized unless the _— Step1  Resident #6 named in the deficiency
resident's cl'mlcal condition demonstrates that did have a supporting diagnosis from 2112011
catheterization was necessary; and a resident the Physiciun Progress Notes daled
who ig incontinent of bladder receives appropriate 35279019,01’ Ul;:]"“lli_' R°'°’3“°;:- 1““5 ,
] H 18ZNO0S1S 15 on e diRgnosis shee
?reatment and services to prevent urinary tract ricide the fasideit's snedical ehart. Al
IHfEG'_.'IDI‘IS and tCl_ restore as much normal bladder residents with an onder for indwelling
function as possible. catheter do have u supporting
: diagnosis in the medical chart.
2 § ; Siep2  No other residents affected by this
| This REQUIREMENT is not met as evidenced o deficiency. Et weife e o
| by: indwelling catheter does have an order
| Based on medical record review, observation, from he physicion and a supparting
and interview, the facility failed to assess and pognasto d*ﬂgﬂ;f;gﬂ;‘;fﬁﬂgwﬂf
remove an indwelling catheter for one (#8) of stelT. The MDS Coardinator will
twenty residents reviewed, following the healing evaluate use of indwelling catheter

of a pressure ulcer. monitoring and notify the physician,

Step 3 Policy and procedure in place. All

The findings included: 1.BN, RN, PRN nuraes inserviced
) ) 1/28/201! on monitoring form for
Resident #6 was adritted to the facility on July indwelling catheter, and policy and
13, 2007, with diagnoses including Closed 5’9“?“'%;%7“‘]?“1%""“1( d““f”ﬁ;"“d a
. 1S TACTITY. resigent with an
fracture of Tipua, Hypert;nslon, and Gt?rebral iéxall i cuibetee Fis x mcanlforing
Vascular Accident. Medical record review of a form in their medical chart
physician's order dated January 11, 20089, Monitaring forms will be completed
revealed " ...foley (catheter) BSB (bed side by designated nursing stafT and
: " cvaluated by DON, ADON, MDS
bag)...place until wound heals...
; : / ; . Caordinator, or MDS Coordinator
Continued medical record review of the resident's Assistant monthly.
| care plan dated January 13, 2011, revealed "
...wounds currently healed..." Step4  Monitoring form will be cvalunted
monthly by the DON, ADON, MDS
5 A Coordinator, or MDS Coordinator
Observation on January 25, 2011, at 10:45 a.m,, Assistuni, Monitaring sheet will be
and January 25, 2011, at 3:52 p.m., revealed the taken to QA mectings by appropriate
i resident lying in bed with an indwelling catheter in nursing siuff.
place. 't
LABORATORY DlREC:zF{'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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k () denotes a daficiency which the institutlon may be excused from correcting providing it is datermined that
the patients. (See Instructions.) Except for nursing homes, the findings statec above are disclosable 90 days
ction is pravided. For nursing homes, the above findings and plans of correction are disclosable 14
ble to the facility. If deficloncies are cited, an approved plan of corraction is requisite to continued

Any deficiency statement ending with an asteris
other safeguards provide sufficient protection to
following the date of survey whether or not a plan of corre
days following the date these documents are made availa
program participatian.
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F 315 I Continued From page 1 L Fa1s
|
i Interview with the Director of Nursing on January '
26, 2011, at 4:05 p.m., at the AB hall nursing
desk confirmed the resident's wound was healed
} and the catheter was not removed.
F 371 i 483,35(i) FOOD PROCURE, F 371 Step ] The identified prablems 12502011
$$=F , STORE/PREPARE/SERVE - SANITARY roted in the-intis! walk thro
were found to affoect no
. residents, All distury employees were
The facility must - in servieed immediately 1/25/201) on
(1) Procure food from sources approved or palicy and procedures regarding
considered satisfactory by Federal, State or local proper storage of whole cggs and ]
authorities; and i et il b
. L cooler; and completely air drying ull
(2) Store, prepare, q;§trrbute and serve food plates, cups, bmf{s_ :ﬂ;ﬂ; m’i’;';ﬁs”
under sanitary conditions serving utensils, pots, pans, and
stainless steel bowls before being
properly stored, Dietary Department
will be maintained in & clean und
sanitary manner. Policy and
pracedures were: in place at the time of
onsuesurvey. L. [
This REQUIREMENT is not met as evidenced Sps Wi G 1)
. 4 e
by: ; ) - ) Dietary manager, Dietician o
_Based on ohservation, review of facility policy and designec will monitor the
interview, the facility failed to maintain the dietary | Dietary Department on
| department in a clean and sanitary manner, -‘ :f;gﬁ?ﬁ;’;;g:g;”’e f‘;;b] sz
| | PETIS. & Uems Is
o . maintained in the walk in cooler, All -
The findings includead: whole and liquid eges mcsto{e; on the
bC_rlID_m shelf of the walk in cooler,
Observation on January 25, 2011, at 10:15 a.m., Dietary Manager, Dictician or
; b Lt . | designee will monitor the
with the administrator (interim Dietary Manager), : Dietary Departtaent on &
revealed siX mixing bowls and ten cereal bowls ! daily basis o ensure that gl|
stacked wet. Continued observation of the plates, cups, bowls, eating
walk-in cooler revealed one flat of thirty-six whole, :t‘::l‘f]'c’:s I;rf’;:; pans, ﬁ"bi 1
MIXINE bowls arc
raw, eggs placed on a mEt""HI cart, an top of a tray completely air dried hefore being
of pre-poured glasses of milk ready to be served. properly stars,
Continued observation revealed a case of whole,
raw, eggs, which contained six flats (of thirty-six
eggs each) placed on the second shelf above
cartons of liquid eggs,
Evant |D:0CMI11 Faelity 1D: TN4401 If continuation sheet Page 2 of 3
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2011, at 11:30 a.m., in the dietary department,
confirmed the mixing and cereal bowls were
stacked wet and the eggs were placed on the
second shelf above other food items.

tuken to the QA meeting by
appropriate stafl,
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F 371 | Continued F 2 ' e
| APMALES STOH) PRt e _ F371)  step3 A monthly cheok fst form wil " ot - |
Review of the facility policy, "...Staff will allow all heused  for daily monitoring, :
dishes to air dry before storage...allow the pots, All new hires will be in
pans, and stainless steel bow! to air dry before Earyioed an ol policlen and
storage...Dietary Manager will monitor storage PIFeMES By e ity
ge...Lietary Manag monitor storag Manager, Dietician, or
pracedure...Liquid eggs and raw eggs are stored designee. Fuilure of any
on the bottorn shelf in the wallc in cooler...Dietary dietary employee 1o comply
Manager will monitor storage procadure..." with poliies and procedures
will result in diseiplinary
. . o action being taken.
Interview with the administrator on January 25, &
Stepd  Monitoring sheet will be
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